Background In many societies, women are vulnerable to specific situations and inequalities, which may negatively impact their own and their family's health. The purpose of this qualitative study was to explore Iranian women's perspectives on this issue and to develop a categorical model for their health.
Introduction
Women are the first trainers, role models and caregivers in the family. Therefore, their health is a prerequisite for having healthy families and consequently for the existence and development of society. Healthy people are nurtured by healthy women, and ignoring the health of women is to ignore the health of all people. However, many women throughout the world have insufficient and unequal access to basic health resources and socioeconomic facilities. 1, 2 Although numerous studies examining different aspects of women's health have been conducted, many unanswered questions and uncovered aspects remain from a qualitative point of view, with regard to their health as a concept. Challenging issues in the area of women's health include multiple incidences of domestic violence, 3 unequal literacy opportunities, a lack of access to education, 4, 5 poverty, working in low-paid and low-status jobs under unhealthy conditions, 2,6 -10 recurrent job loss and mental health problems, 1, 11, 12 multiple roles and responsibilities, role strain and role conflicts, 4, 9, 12, 13 poor health status and lack of access to health care. 14 -16 The Islamic Republic of Iran has a young population with a vast ethnic diversity. In mid-2008, this stood at 73 650 000 people, 49% of whom were women. Female life expectancy was 62 years, the female literacy rate was 81% and the average age of marriage for women was 24, with a fertility rate of 1.80. According to the scores reported by the Global Gender Gap Index 2011, the gender gap has decreased in Iran, and the nation was rated 125th with regard to the female economic participation and opportunity.
Although higher education, delayed marriage and smaller family size, professional success and economic independence, rising incomes, migration and urbanization have led to lifestyle changes, 17 -19 these transitions from tradition to modernity have negative consequences; for example, becoming overweight (59%) and having hypertension (25%) are the primary health problems in Iranian women. 20 In addition, weakened family relationships have led to a higher divorce rate. 21, 22 The crucial role of women and their health, and the challenging issues regarding women and family, combined with evolving social transitions and a lack of qualitative research on women's health, encouraged us to conduct a grounded theory study that explored Iranian women's perspectives on their health.
Methods
A qualitative method and a belief in multiple realities are appropriate for uncovering the nature of people's experiences. 23, 24 Grounded theory is a qualitative method that is used to explore social processes and human interactions. 24 Therefore, herein we selected grounded theory to understand Iranian women's perspectives on health.
The data collection and sampling process
Purposeful sampling was applied to select the first participants, after which the interviews were continued using theoretical sampling, based on the codes and concepts that emerged 25 between 5 June 2008 and 22 November 2011. The inclusion criteria were (i) age of between 20 and 50 years, being healthy (i.e. the absence of any illness at the time of the research and taking no prescription drugs for any chronic diseases), and a capacity and willingness to exchange information regarding women's health.
First, we met the women in a variety of settings, such as parks and sports clubs, introduced ourselves as researchers, and asked whether they would be willing to participate in the study after explaining its goal. We then asked these women several initial questions. Finally, we selected the key informants and gave them the interview guide questions used in the study. An appointment, giving a suitable time and place, was made for an interview with each woman who agreed to take part in the research. A total of 48 women were initially approached, 35 were eligible for the study and a total of 25 participated. The guided questions were the following: (i) what comes to mind on hearing the term 'healthy woman'? (ii) How do women keep themselves healthy? Added points raised by the women themselves helped the researchers to refine the interview guide over time. The interviews were conducted in one or two sessions with an average length of 50 min, until the categories became saturated, that is, when no new data emerged through the data collection process. All participants were presented with a gift and offered a snack during the interviews to show appreciation of their time and to create a warm atmosphere.
Data analysis process
The data analysis method used was based on the method of Strauss and Corbin, which is a three-stage process: open coding, axial coding and selective coding. Each interview was transcribed and analyzed before the next interview took place, with each analysis providing direction for subsequent interviews. Open coding requires a line-by-line scrutiny of the data to identify key words, phrases or codes. At this stage, 1640 codes emerged. After several reviews, similar items were combined, and 1640 key words were finally categorized. These were then divided into 80 subcategories through axial coding. These were classified and labeled as five main categories. Finally, the main categories and their relationships to the core category, as well as their interrelations, were developed by selective coding. 26, 27 In the third stage, attempts were made to discover both the major categories and the core category through selective coding, and the concept with which the other categories were associated, and to which they were referred, was recognized as the core variable. The core category (family dynamism) then became a theoretical guide to the further data collection.
Data reliability
Data reliability was established using multiple methods. For credibility and conformability, a member check determined whether the codes and categories were true to the participants' experiences. A second review of the transcripts, codes and grouped codes, concepts and designed relationships was carried out by several colleagues as a peer check and by some of the participants as a member check. Four participants took part in the verification process. Sampling strategies resulted in maximum variation sampling and a vast range of the participants' views on marital status, literacy, jobs and social background. We bracketed them theoretically, through recording and bracketing the women's own belief systems. A discussion of researcher reflection is critical for qualitative research, since interpretation of the data obtained can largely depend on the researchers' perspectives. In the present study, a prolonged engagement with the respondents and their atmosphere helped us to gain from them their trust and more personal data.
Ethical considerations
Ethical approval was obtained from the Research Chancellor of Iran University of Medical Sciences (Tehran, Iran). Written informed consent concerning participation in the study, withdrawal from the study and recording of the interviews was obtained from all participants, as was verbal consent. They were also informed of the purpose and objectives of the study, and the voluntary participation with regard to confidentiality and anonymity. To maintain anonymity, a code was used to identify the participants. Finally, to protect the participants' privacy, the interviews were conducted in the presence of only the interviewer and the interviewee.
Results

Participants
The participants consisted of 25 women aged 20 -50; 12 (48%) were aged 20 -30, 5 (20%) were aged 31 -40, and the remainder (32%) were aged 41-50. In terms of education, 4 (16%) participants had studied at a primary and guidance level, 13 (52%) held a diploma certificate or had reached highschool level, and the remainder (32%) were university students or university graduates. With regard to marital status, 16 participants (64%) were married, eight (32%) were single, and one was divorced. Finally, 14 (56%) participants were housekeepers and the remainder (44%) were employed.
Understanding of health
The participants held different viewpoints with regard to health and its manifestations and placed greater emphasis on psychological, rather than physical, aspects. Remaining within the family and living with the family were defined as the meaning of health. The women also expressed the view that health means 'vitality and a happy heart', 'feeling of usefulness', 'avoiding anger', 'leniency', 'satisfaction and coping adjustment' and 'independence at work and basic needs'. In addition, expressions such as 'having a healthy mind', 'tolerating loneliness', 'performing religious rituals', 'trust in God' were taken as equivalents of health.
Deterioration of women's health Emulation was found to be both the cause and the effect of the lack of feeling healthy in many of the participants. The spectrum of emulation was revealed to be widespread (the outward features of life, face make-up and fashion, and even the type of education and occupation that people set as goals). However, the outcome was the same: not feeling healthy. Moreover, the feeling of overexhaustion in participants was expressed by terms such as 'whining and dissatisfaction over life's conditions' and 'fear of aging, diseases, and menopause'.
The pleasures and difficulties of motherhood Almost all of the participating mothers emphasized the critical role of women in the health of the entire family. They believed that the motherhood role is vital and difficult, and yet sweet and the equivalent of sacrifice and devotion. The participants also added that 'women as mothers are more concerned about their children than themselves'. In fact, they asserted that 'being a mother means forgetting yourself '.
Furthermore, the experience of feeling perfectly healthy, as described by some participants, was accompanied by getting pregnant, having a baby and tolerating motherhood difficulties.
Cultural/social factors influencing women's health A large number of the participants talked about how changing situations in society affect the health of both the woman and the family. The positive changes described by the participants included greater self-awareness, more knowledgeable women, a greater number of educated women and higher rates of female employment. However, the changes in women's situations are, sometimes, apparent characteristics of the women's current conditions. An educated participant (MSc degree) said: 'In a pessimistic view, by letting them enter the scene with further claims over the social involvement of women and gender equality, women are turned into victims of political games'. Moreover, the necessity of having legal support for women was highlighted by some heads of house and/or oppressed participants: 'The legislative system does not support women in difficulties if the husband has the right to avoid giving the alimony or to divorce his wife while having an unwritten freedom to remarry . . .!' Security was regarded as one of the social needs for women's health. A 29-year-old participant stated: 'The availability of a safe and sound environment is necessary for feeling healthy; currently, it is not safe enough and women are in danger; our girls are getting spoiled in society and lose their innocence and virginity'.
Family dynamism as the core category
The role of the husband (for married women) or the family (for single women) was considered as 'having a unique position in women's health', with greater emphasis on the behavioral and communicative characteristics of husbands. Some of the participants phrases in this regard included: 'Husbands also could help their wives or daughters to achieve a better social position'. If they had a good husband, then they felt healthy, because the man/father is the cornerstone of the family (even an irresponsible man is better than nothing for women's health in the family).
Family dynamism emerged as the core category via the process of linking of the four main categories. According to the participants, it appears that women's health is fulfilled when living in, and with, the family. Emulation and deteriorating women's health also equate to the family's dysfunction, and are obstacles to family dynamism. Family dynamism can also be maintained through the pleasures and difficulties of motherhood. Changing situations in society affect both the women's and the family's dynamism. Family was a special concept and a shelter, especially for the single women, in this study, to have access to community facilities. Family is also a dynamic unit with lots of ups and downs. The study participants found that social problems, such as poverty and corruption, were detrimental to their health and family dynamism. Women's health appears to be a reflective and passive concept; their own health loses its priority compared with having a healthy family. Cultural/social factors could also affect both the family and the women through transitions that are experienced, and women also attempt to sustain the family unit through stabilizing and justifying the changes. The main categories, subcategories and core variables emerging from the data analysis are shown in Table 1 .
Discussion
Our findings showed that the study participants had sought more spiritual than physical ways to keep themselves healthy. They believed that they felt healthy during their religious experiences, which was to be expected considering the culture and the religious beliefs of Iranians. Indeed, interest in the effects of faith and religion on health has been growing in recent years, among both lay people and physicians. Some previous research supports the notion that faith and prayer have a positive effect on health. 28 Unlike the views of our participants, some previous studies have suggested that physical and reproductive health are the most challenging issues for women. 14,15,29 -31 This could be largely based on ethical or cultural grounds, with a preference for metaphysical health. A lack of feeling healthy was expressed by Iranian women in the present study, and other studies have shown that a significantly higher percentage of Asian women felt that a woman is likely to feel 'less of a woman' after the menopause (negative attitude). 32 Our findings showed, overprotection challenges regarding children create a further burden of responsibility on the parents, especially mothers, and our participants claimed that this was one of the motherhood difficulties. Although other studies revealed women's health expectancy remains poor in many developing countries, as a result of their social position and underlying inequalities, 29 numerous reports have also shown that women suffer from the effects of poverty, low-paid work, low-status jobs, low socioeconomic status and malnutrition, 2, 4, 10, 29 and that lower education and lower family income have a negative impact on women self-reported health. 33 Our findings showed a developing and satisfactory situation regarding women's literacy and the social situation in Iran. This may promote the social standing of women and increase their access to health-promoting resources. However, gender restrictions, such as final decision-making by husbands and patriarchal right of divorce, create a sense of being oppressed and feeling unhealthy, claimed one participant. This was also observed in a study by Khodadadpour and Deilami: 34 'Under our civil code, divorce is of the husband's authority. He can divorce his wife anytime he wishes and the only restriction to this right is bringing an action in the court through the judiciary attempts to recover and support women's rights regarding divorce'. Family decision-making is significantly associated with women's health; women have improved health when they share final decisions with their husbands, compared with when either they or their husbands have the final say in family decisions. 33 Although multiple female roles and responsibilities have been claimed in different cultures, 4,9,12,13,35 our findings indicated that women feel unhealthy because they must incorporate different roles and responsibilities in their lives. With the dramatic changes in women's labor force participation, such as having improved social standing and a higher educational status, they will feel this burden on their shoulders because of cultural norms surrounding gender roles. The transition to male participation in household labor appears to take more time in the communities and cultures that are similar to those of Iran, but it is likely to happen with Nepalese husbandsdespite the traditional cultural beliefs that go against their involvement, they are increasingly entering into participation. 36 A paradox occurs when a development plan for women is largely based on ethical or cultural grounds. Family dynamism, which is related to other variables and women's health, was found to be the core variable in the present study. Women have different understandings of the family dynamism for coping and keeping themselves healthy in different situations. The most important aspects of family dynamism are to have a warm marital relationship, to have healthy children and to enjoy socio-cultural rights. The health of husbands and wives is affected by their spouse's health, so consideration of the role of the family in health outcomes is important in understanding societal changes in health and well-being. 33 There are some useful considerations in women's health: first, the advancement of gender equality and empowerment of women at all levels; 2 second, teaching both marital partners, especially the husbands, at different family developmental stages and with regard to behaviors appropriate for this process; and third, increasing women's participation in social affairs.
Conclusion
Family is considered to be the primary social unit, and it is women who mainly care for and maintain the essential family function. Therefore, policymakers should consider policies such as the empowering of women at all levels, providing them with equal opportunities to reduce gender inequalities, providing social security to maximize the probability of women being healthy, and promoting healthy families in which all members enjoy their lives. In addition, there is a need for further research on empowering approaches, such as life skills education (e.g. assertiveness and decision-making). Qualitative studies on cultural/social factors that could affect women's health are also recommended.
